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Purpose - Within maternity hospitals midwives are expected to follow the protocol driven culture and orders issued by senior staff. Simultaneously, midwives are expected to follow social policy documents and the Midwives Rules and Standards that advocate choice provision for childbearing women. Quality assurors and auditors of clinical practice need to be aware that these two directives sometimes clash. Allegiance to a hierarchical system driven by protocols and orders from the top down, at the same time as providing “woman-centred” care is often unattainable. In order for a midwife to action the woman’s choice, resourceful thinking may be required.
Design/ methodology/approach - A descriptive interview study set out to discover strategies that midwives use to resolve conflict produced from competing directives. An appraisal of 20 midwives’ views were gained from semi-structured interviews conducted in 7 maternity units in the UK. Taking a post-positivist approach, inductive thematic analysis was used to interpret the data. 
Findings - Three main categories represented resourceful ways of pleasing both authority and the childbearing woman. Midwives occasionally: (1) are economical with the truth, (2) circumvent face-to-face confrontation with senior staff, and (3) persuade women to refuse what they perceive are unnecessary and invasive interventions. 
Originality/value – This paper offers unique insights into methods that midwives use to resolve conflicts in direction issued by management. It is important that auditors are aware that midwives sometimes struggle to support the preferences of healthy childbearing women. This reduces job satisfaction, delivery of care and consequently requires address.
Key words – choice, midwives, autonomy, obedience, circumvention, United Kingdom, quality care.









Protocols, policy directives and choice provision: UK midwives views 

Introduction
Within maternity hospitals midwives are expected to follow the protocol driven culture (Green, 2005; Magill-Cuerden, 2005) and orders issued by senior staff (Hollins Martin and Bull, 2005). At the same time, midwives are expected to follow social policy documents (DoH, 1993; DoH, 2003; DoH, 2004) and the Midwives Rules and Standards (NMC, 2004), which advocate choice provision for childbearing women. Quality assurors and auditors of clinical practice need to be aware that these two directives sometimes clash. Allegiance to a hierarchical system driven by protocols and orders from the top down, at the same time as providing “woman-centred” care is often unattainable (Hollins Martin and Bull, 2005). In order for a midwife to action the woman’s choice, resourceful thinking may be required (Hollins Martin and Bull 2006). 
	Psychological experiments have shown that the tendency to obey is often very strong, with subordinates occasionally manoeuvred into following courses of action that do not necessarily gain their approval (Hofling and All, 1966; Hollins Martin and Bull, 2005; Milgram 1963, 1965, 1974; Shanab and Yahya, 1977; Meeus and Raaijamakers, 1995). In the Hofling and All (1966) experiment, a doctor ordered 22 nurses to administer an excessive dose of medicine to a patient on her ward. Of the 22 nurses, 21 would have given the medication as ordered, had the experimenter not intercepted them. Essentially, no resistance was expressed. 
	In 1977, Rank and Jacobson attempted to replicate the Hofling and All (1966) experiment and found much lower rates of compliance. Out off 18 nurses, only two were rated as fully compliant. In order to understand the results of the Rank and Jacobson (1977) study, it is important to consider carefully the definition of non-compliance used in the study. The mere questioning of the order was counted as non-compliance (this was also the criterion used in the Hofling and All (1966) study, with 16 out of 18 participants meeting this criterion. Of the 16 noncompliant nurses, 10 actually took the prescribed amount of drug out of the medicine cupboard and held it in their hands. Seven of the non-compliant nurses indicated at the post-experimental interview that they would have gone ahead with the drug administration, had the physician insisted. The preference was for the nurse to avoid face-to-face conflict with the senior person. This fact is critical to the interpretation of Rank and Jacobson’s (1977) results. Compliance will depend, in part, on the physician insisting that the order be followed. Had he done this, the compliance rate might have approached that recorded in the Hofling and All (1966) study. 
There is widespread agreement among psychologists that the level of obedience exhibited by an individual is driven by situational variables (Milgram, 1974, Meeus and Raaijmakers, 1995). Whether an individual is a soldier, civil servant, shop worker, policeman, nurse or midwife, the level of obedience shown is dependent upon variables within that persons working environment, e.g., presence of a dissenting other (Milgram, 1974, Meeus and Raaijmakers, 1995), proximity of the authority figure to the individual receiving the direction (Milgram, 1974, Meeus and Raaijmakers, 1995), status of the person issuing the direction (Milgram, 1974, Shalala, 1974), whether the person has elected to put themselves in the situation or not (Emmons and All, 1986, Snyder, 1983), and fear of conflict, intimidation and punishment (Hollins Martin and Bull, 2006). 
Physical presence of the senior person is important for securing obedience (Milgram 1963, 1965, 1974). In Milgram’s experiments obedience rates dropped sharply from 62.5% in the experimenter’s presence, to 20.5% when he gave the same orders over the telephone. Milgram (1974) found that some participants, when not under direct surveillance of the experimenter, circumvented instructions given over the telephone. Many of the participants issued lower levels of shock, did not escalate the shock levels as required and assured the experimenter over the telephone that they were following instructions to the letter. Similarly, when a midwife perceives an order as inappropriate, she may opt to circumvent the direction given. “As a group often subservient to hierarchical control, midwives in an informed choice study were frequently seen to use covert tactics to subvert the power of more influential others, or to persuade obstetricians and other powerful figures towards a particular form of action” (Levy, 1999, p. 586). 
Hollins Martin and Bull (2005) showed that midwives’ decisions are profoundly influenced by seniors in the hierarchy. Hollins Martin and All (2004) developed a valid and reliable scale - the Social Influence Scale for Midwifery 
(SIS-M), which was used to measure and score 209 midwives’ private anonymous responses to 10 clinical questions. Following a 9-month time gap, a stratified sample of sixty of the (20 E, F, G grade) midwives were invited for an interview in which a senior midwife face-to-face influenced their SIS-M responses in a conformist direction. By inspection of the total SIS-M scores, it became evident that there were large disparities in mean scores between a private questionnaire (22.98)​[1]​ and when the senior midwife face-to-face influenced the midwives responses (35.27). A significant difference in scores was found between private and interview scores, (F(1,57) = 249.62, p = 0.001) with higher scores on the interview measure. 
For example, in private only 17% of the midwives agreed to commence cardiotocography (CTG) when a senior member of staff requested it​[2]​. In sharp contrast, face-to-face with the senior midwife 95% agreed to carry out the request. That is, an additional 78% of midwives went against their private viewpoint and agreed face-to-face to carry out the CTG. In keeping with research evidence, these midwives would have preferred not to carry out CTG, amniotomy, or administer oxytocin to healthy childbearing women with uncomplicated pregnancies. Face-to-face with the senior person these midwives relinquished their right to an opinion about clinical management of childbearing women in their care
Kirkham (1999) and Stapleton and All (2002) state that in the National Health Service in England, there are considerable pressures to conform. Ahern and McDonald (2002) support the belief that nurses feel obligated to follow physicians’ orders at all times. The current health care system promotes and rewards “traditional” behaviour from junior staff whom often feel powerless to alter the status quo (Ahern and McDonald, 2002; Corley and Goren, 1998). That junior staff so often comply with authority’s orders, speaks clearly of the power that senior staff wield in a situation. It seemed reasonable to assume that like Milgram’s (1974) participants, midwives might also use vigilant strategies to achieve their goals and avoid conflict with authority figures. 

Design  
A qualitative inductive descriptive interview method was used to discover strategies that midwives might use to resolve conflict produced from competing orders. Since the aim is narrower than what is usual in qualitative research, a postpositivist approach was taken. Other traditional approaches to qualitative analysis were considered unsuitable for answering the very specific research question asked. For example, phenomenology was rejected, since it is about trying to get at the world that exists prior to our conceptualising it. This approach diametrically opposes the idea that specific percentages of participants behaved in consistent and explicit ways in specific situations. 
Midwives were invited to participate from 7 maternity units in the UK. A serial and convenience sample included, 7 E, 7 F and 6 G grade midwives. All were female. The age range was 21-60 years. The only inclusion criterion was that the midwife currently practiced midwifery in an NHS hospital in the UK. The interviews took place in the midwives’ area of employment. Open and closed-ended questions were asked and prompts were given. For example: have you ever circumvented following an instruction from a senior member of staff? How would you circumvent the direction given? Can you provide an example? Would you have preferred to argue your point? How would you go about this? Could you elaborate on that? Participants could make as many (or as few) comments as they liked. Each interview lasted approximately one hour. 

Data Analysis
Twenty midwives’ tape-recorded one-to-one interviews were transcribed. This number was transcribed since Kuzel (1992) suggests that 12 to 20 informants are necessary when attempting to achieve maximum variation from a population. The interviews were imported into QSR Nud*ist version 4 (Qualitative Solutions and Research Pty. Ltd 1997) to aid data handling. All of the data in the transcripts was coded. Short descriptive labels were allocated to sections of the text, following which labels expressing similar concepts were grouped together to form themes. Labels and themes were compared across scripts (Charmaz, 1994). The scripts were analysed using inductive thematic analysis (Boyatzis, 1998). As a reliability check (Mayring, 2000) a second rater coded the first 7 interviews independently for strategies that the midwives used. 

Ethics
Ethical approval was sought from the appropriate authority structures. The hospital representative informed the author that approval from the maternity managers must be sought. Authorisation to conduct the study and full cooperation was attained from the seven clinical managers. The study was explained and the midwives randomly invited to participate. After agreement the midwife signed a written consent form. Participants were informed that they could withdraw from procedures at any time. 

Results




(1) Economical with the truth
One participant stated that she bent the truth in order to circumvent interference from the senior person. This type of psychological strategy was also identified in Milgram’s (1974) Experiment 7, in which some participants reassured the experimenter over the telephone that they were escalating the shock levels as prescribed, when in fact they were repeatedly reissuing the lowest dose on the board:

	Would you do it (CTG)? (I)​[3]​
            No, well I would, eh, get round it by sort of, by sort of saying she was far too 
            distressed and that you know, she just couldn’t tolerate you know the CTG. I 
            think it’s really quite an unreasonable request. I mean it’s not as if she has 
            had a problem. I mean she’s not come in with any problems or so. If it’s 
            necessary, you’d lie a bit and say I mean he doesn’t need to know she’s got a 
            flexible approach. Do you know what I mean? (P12)

(2) Circumvent face-to-face confrontation with the senior person
Participants avoidance of face-to-face confrontation with the senior person was identified in Milgram’s (1974) Experiment 7, when in the experimenter’s absence some participants administered less shocks than were prescribed and did not escalate the levels as the task required. When the experimenter was present the number of obedient participants (26) was almost three times as great as when he gave his orders over the telephone (9). 
The following excerpts are illuminating since they tell us that the participants found it easier to handle dissent in a non-confrontational manner. Face-to-face with the senior person, some participants overtly agreed to follow what was advised and then preceded to circumvent the direction given by using covert strategies. This psychological tactic permits the midwife to defend her autonomy whilst staying in favour with the senior person and with intent a respectful relationship is maintained. Morriss (1987) differentiates between “power to” affect outcomes and “power over” other individuals to persuade or coerce the course of action. These participants utilised the “power to” circumvent interference, since they could not assume “power over” the more dominant individual. 
Two participants cited an evasive tactic of blocking access of senior staff. This finding is similar to Rank and Jacobson’s (1977) non-compliant nurses who would only have given the drug had the senior person stayed to maintain surveillance over them:
No wonder we barricade the doors so they can’t get in (senior staff). I say 
before he can get a word in, “my lady is absolutely fine, we don’t need to be 
seen by the consultant on the ward round. Thank you!” (P5)

Whoever was coordinating the labour ward has said to the consultant, if she is   in the pool and she is pressing on nicely, “we are happy with her, this is quite  normal, you really don’t need to see her” (P6).

Two participants quietly circumvented confrontation. The perception that this would avoid “a big scene” serves to underline the relative powerlessness of the midwife. Such use of covert tactics to subvert the power of more influential others reinforces hierarchical structures between the senior person and the midwife. Kitzinger and All (1990) call this behaviour “hierarchical maintenance work”:

Yeah, you are constrained but there is always ways of getting around it very quietly, without making a big scene (P11). 
Can you tell me what they are? (I)
Well, you can always say,“well, can one or two of you just wait in the coffee room or just wait quietly and come back in twenty minutes or half an hour”? 
            So there are always ways of doing it really quietly (P11).
            So that it is not noticed, do you mean? (I)
            Yes, so it is not noticed and in still being an advocate for the woman, keeping
it, not making it very obvious how many people are actually in the (labour) room (P11).
            Has this ever happened to you? (I)
            Yeah, yeah, done quietly later on and then they come back in either when 
            there is a shift change or just before (P11). 

	I used to know this consultant who went bezerk when they had more than one 
(birth partner). You only had to have one in delivery. But I used to hide them 
in the toilet and there was always the toilet. He’d be doing the ward round, so 
you would say, “go in the toilet”, ‘cos they wouldn’t stay long (P15).

          	Four participants perceived that their power and knowledge was inadequate. Data have shown that these midwives were placed in invidious positions of relative powerlessness. It is also strikingly apparent that their actions serve to reinforce the fundamental power structures and status quo:

I wouldn’t do it. I’d say “if you wanted a home confinement”. I’d give her a 
channel to go to. If the consultant wouldn’t, I’d say “there are people who will 
give you a home confinement.” I mean, so I would give her information so 
that she could have a home confinement but I wouldn’t hurt myself personally 
       (P15).

Would you do that or would you not, get into an argument with the consultant 
over this home confinement? (I)
	I would ask the woman what she wanted to do first of all. The options are that 
she may wish to change consultant. She may wish not to come to hospital 
anymore, unless she has a problem, and therefore as a midwife I could give 
her that care. But if she felt she wanted to have a consultant input still, I would 
suggest that we referred her to another consultant (P20).
	Right fair enough. So you are looking for a way round it? (I)
	Yes (P20).
	OK. So you usually opt for a way round? (I)
	Yes, I don’t know if that is because I have been here a long time and I know 
the consultants. Nothing is ever black or white (P20).

There is a way round this, you could sort of have a word with the woman and 
tell her that she could have a home confinement and be attended upon, but not 
necessarily by him. And that would probably be my way around it (P1).

It depends on who your consultant is and there might be a consultant out there if your woman cares to choose another one. She doesn’t have to stay with that consultant does she? She might decide to see another consultant who might support her in her decision (P10).     

	In total, seven (35%) participants cited creative and resourceful strategies they used to avoid a face-to-face confrontation with the senior person.

(3) Persuading women to refuse what they perceived were unnecessary and invasive interventions
Participants cited that they would “get around” the problem by persuading the childbearing woman to refuse what had been suggested by the senior person. This interesting covert approach accords with Stein’s (1978) description of strategies used by nurses when interacting with doctors. It is also reflects the way women are said to use manipulation rather than confrontation to get what they want (Tannen, 1992). 
Use of manipulation empowered these creative midwives to influence the agenda. Hugman (1991) warned that individuals or groups who exercise power may be unaware of doing so, and that nurses may even reject the idea that they exercise control in this way. Manipulating the childbearing woman to “agree” or “disagree” with what the senior person directed represents a smart strategy that the powerless use to realise their preferences.
	Four participants cited that they would manipulate the childbearing woman into refusing the treatment suggested by the senior person. Responsibility for rejection was deflected onto the client:

‘cos in law, even in law you cannot force anyone to have anything done to them that they will not consent to. So if the mother does not consent to it, all you need to write in the notes is, discussed with mother, underneath what the husband said, discussed with consultant. Consultant will then come back and say, blah, blah, blah, against my wishes, but you just write that consent has not been given. You’re covered! (P3)

I think what I would probably do is discuss it with the parents. Tell them that Mr X has suggested that we rupture her membranes​[4]​. There is a lot of possibility that this could, you know, make it that she wasn’t able to cope with the pain. Try to sort of discuss the scenario with her, so if she said that she’d rather wait another hour to see how she got on, I could put it in the notes that having discussed it with the mother, the parents, we’ve decided to wait another hour to see if there’s progress (P19).

Well because again there is easily ways around it, by just saying. What I would do is probably say to the woman, “you don’t want them to break your waters, do you? Because of this, this and this,” and then she would say no and then you would turn round to the consultant and say I couldn’t because she didn’t want to (P12).
You could say that the case reports state that there is an increased incidence of risks for women (from home confinement)​[5]​, you know risk of death etcetera and given that it is obviously making it more indigestible, like food (P2).

In contrast, one participant declared that she would attempt to persuade the childbearing woman to revise her appeal for three visitors. In this way, the woman was manipulated to alter her birth plan to fit in with what the senior person suggested:

I wouldn’t strongly agree because I’d maybe try and dissuade her (from having three visitors) (P4).
	OK. You’d try and dissuade her? (I)
	Probably yeah (P4)

The following participant engaged in gate-keeping activities when providing information. Consequently, the childbearing woman would be unaware of omissions from the agenda or variation in emphasis on the topic. As such, limiting information was used to manipulate the woman’s choice, which would not be made in a level playing field:

Yeah, I agree with you there. Exactly how informed is informed. Because you can make the informed choice sound as if you are telling her everything so she can make that decision. But you can give her informed choice hoping that she’s going to say, “I don’t want that then” (P14).

	In total, six (30%) participants stated that they manoeuvred childbearing woman into refusing what the senior person had suggested.

General Discussion
The finding from this qualitative study has shown that at times there is conflict between supporting safe choice of childbearing woman and what authority and protocol directs (Hollins Martin and Bull, 2006). This requires resourceful problem solving from the care-providing midwife. 
In total, results found 12 of the 20 (60%) participants using inspired and resourceful strategies to circumvent perceived needless interference from the senior person. Midwives use circumvention strategies because their working environment makes it difficult for them to be assertive, which is an argument supported by Kirkham (1999), Stapleton and All (2002), Ahern and McDonald and is evidenced in the Hollins Martin and Bull (2005, 2006) studies. 
Results stimulate interest in factors that make disagreement with the senior person so difficult. Hofling and All (1966), Meeus and Raaijamakers (1995) and Milgram (1974) provide explanations similar to those that seem to account for the present study results. Explicitly, the demands of an authority figure, the group pressures, the stress of the situation and lack of perceived choice influenced the midwives’ to circumvent the direction given. 
Legitimisation may be the key to the interpretation of these results. When a senior person is viewed as having a legitimate right to give direction, such authority has the capacity to exert influence. During the requests, the senior person appeared to assert themself from a position that the subordinate interpreted as necessitating a duty to acquiesce. This view of authority flows from the manager by way of a system of grades. Milgram (1974) showed that an authority figure could generate total obedience in 65% of participants (Experiment 5). Comparatively a person perceived as similar status reduced levels of obedience from 65% to 20% (Experiment 13). 
	The midwives choice to circumvent the direction given may be a result of perceived negative consequences. In an earlier study, Hollins Martin and Bull (2006) found that midwives feared consequences from challenging senior staff. In some civilian organisations, sanctions may be hidden and insignificant. However, in midwifery sanctions are generally salient, swift and harsh. Both the managerial system and the Nursing and Midwifery Council lay down rules, with a system in place to issue penalties for non-cooperation (NMC, 2002, 2004). Therefore, in order to support the safe choice of a childbearing woman, the easier option may be for the midwife to circumvent the direction given, instead of challenging the authority figure. 
Endorsement of discipline within the system has a purpose in that it assures the hospital that its purposes and aims will be achieved. Hospital organisations differ from civilian and many other institutions, in that the chief objective of management is to enhance health and save lives. To effectively handle hazardous procedures, the hospital services continually formulate protocols and guidelines (Green, 2005; Lawton and Parker, 2002; Magill-Cuerden, 2005). Management constantly structure programmes aimed at reducing the risk of complication, and the consequent mortality and morbidity that may ensue. Contingencies involve uncertainties, with some outcomes to be scrupulously avoided during operations and treatments. The essence of hospital effectiveness lies in the ability to contend with these contingencies. Uncertainty is reduced by restricting freedom of choice and regulating information flow (Lawton and Parker, 2002). 
Consequently, hospitals create in the minds of their members the vital importance of accomplishment of the organisation’s mission, which is not as elastic as one may think. The participating midwife is faced with three options; comply, resist or circumvent the direction given. Quite clearly, circumvention is sometimes perceived as the easiest solution. 
The role of the nurse and midwife differ considerably, with spheres of practice outlined by the Nursing and Midwifery Council (NMC, 2004). The fundamental difference is that midwives are trained to work as independent, accountable and autonomous practitioners, while the majority of nurses are not. The present study shows that the autonomy afforded to midwives is often mythical and that sometimes they feel compelled to implement innovative strategies to help them support reasonable and safe choices of healthy childbearing women in their care. 

Conclusion 
This paper offers unique insights into methods that midwives use to resolve conflict in management directives. Data has shown that midwives feel obliged to follow orders issued by senior staff and that the action prescribed sometimes restricts their management of healthy childbearing women with straightforward pregnancies. Essentially midwives are presented with two contradictory directives: (1) provide choice and control to childbearing women (DoH, 1993; DoH, 2003; DoH, 2004) and (2) follow protocols and be obedient to senior staff. Quality assurors and auditors of clinical practice need to be aware that these two directives sometimes clash. Allegiance to a hierarchical system driven by protocols and orders from the top down, at the same time as providing “woman-centred” care is often unattainable. In order to action choice, resourceful thinking is required of midwives. Those whose job it is assure that childbearing women receive quality care, require to look squarely and forthrightly at the midwives’ dilemma and undertake an analytical assessment of the meaning of autonomous midwifery practice.
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^1	  Possible range of scores is 10-50 where a score of 10 is least conformist and a score of 50 is most conformist. 
^2	  Note: Current evidence supports that CTG is an unnecessary procedure when there is normal progression of labour and the fetal heart is within normal range. Meta-analysis of randomised controlled trials that compare cardiotocography with a control group for fetal assessment found no significant effect on perinatal mortality and morbidity. There was a trend to an increase in perinatal deaths in the cadiotocography group (Patison and McCowen, 2005). The National Institute for Clinical Excellence guidelines (NICE, 2001) state in section 2.3. For a woman who is healthy and has had an otherwise uncomplicated pregnancy, intermittent auscultation should be offered and recommended in labour to monitor fetal well-being. Current evidence does not support use of admission CTG in low risk pregnancy and it is therefore not recommended. In section 2.2 it states that the provision of accurate information in these circumstances is essential to allow the woman to make the right decision. 
^3	   I = Interviewer   P = Participating midwife
^4	  Amniotomy is contraindicated because fetal heart abnormalities are more likely in the healthy, term fetus (Barrett and All, 1992; Fraser and All 1993; Kariniemi, 1983; Garite, 1993) and it may cause umbilical cord prolapse (Levy and All 1984). Amniotomy has little effect on labour length (Barrett and All 1992; Rosen and Peisner, 1987; Seitchik and All, 1985) and it does not reduce the caesarian section rate (Barrett and All,1992; Fraser and All., 1993).
^5	  Olsen (1997) carried out a meta-analysis of the relative safety of homebirth compared to hospital birth. A total of 25,000 births from five different countries were studied. The results found no difference in survival rates between babies born at home and those born in hospital. However there were several significant differences between the groups. Fewer medical interventions occurred in the homebirth group. Fewer home babies were born in poor condition. The homebirth mothers were less likely to have suffered lacerations during birth. They were less likely to have had their labours induced or augmented by medications or to have had caesarian sections, forceps or vacuum extractor deliveries. As for maternal deaths, there were none in either group. 
